The aim of the present study was to further clarify the basic mechanism through which maladaptive perfectionism leads to depression, using the rational-emotive behavior therapy (REBT) framework. Previous studies have shown that depression is not associated with high personal standards, but rather with the tendency to evaluate one's self-worth based on the attainment of these standards, i.e. conditional self-acceptance. The goal of this study was to investigate for the first time the mediating role of frustration intolerance beliefs in this relationship, beyond and above the contribution of unconditional self-acceptance (USA) beliefs. The sample consisted of 321 undergraduate students. Consistent with REBT theory, the structural equation modeling showed that both frustration intolerance and USA mediated the relationship between maladaptive perfectionism and dysphoria, with frustration intolerance beliefs being the stronger mediator. There was no evidence that maladaptive perfectionism influenced dysphoria independently of its effect on frustration intolerance and USA.
Theoretical and research interest in the construct of perfectionism has increased exponentially over the past three decades. The interest stems from findings that perfectionism is linked with maladjustment and numerous emotional and psychopathological disturbances, including depression (e.g. Ayearst, Flett, & Hewitt, 2012; Egan, Wade, & Shafran, 2011) .
It has been shown that there are maladaptive and non-maladaptive/adaptive aspects of perfectionism (e.g. Frost, Heimberg, Holt, Mattia, & Neubauer, 1993; Terry-Short, Owens, Slade, & Dewey, 1995 ), yet it is not clear what makes the essence of its maladaptiveness. Therefore, one of the most important lines of research on perfectionism is "examining mediators and moderators of the association between perfectionism and psychological distress" (Flett & Hewitt, 2007, p.227) . This type of research has not only theoretical relevance for
Frost's multidimensional conceptualization of perfectionism
Conceptualizations of perfectionism have evolved from one-dimensional and dysfunctional perspective, to multi-dimensional perspective and differentiation between adaptive or "healthy" perfectionism and maladaptive, "unhealthy" perfectionism (Adkins & Parker, 1996; Frost et al., 1993; LyndStevenson & Hearne, 1999; Rice, Ashby, & Slaney, 1998; Stumpf & Parker, 2000; Terry-Short et al., 1995) . One of the most frequently used conceptualizations of perfectionism is Frost's multidimensional model, which defines perfectionism as setting high standards (operationalized by personal standards dimension -PS) followed by the tendency towards overly critical evaluating one's own behavior (Frost, Marten, Lahart, & Rosenblate, 1990 ). This tendency is operationalized by two dimensions -doubts over one's actions (DA) and concern over mistakes (CM). The model also includes sensitivity over parents' expectations (PE) and parental criticism (PC), and a tendency to be occupied by a need for organization (O) (Frost et al., 1990 ).
Frost's dimensions of perfectionism may be categorized as healthy and unhealthy on the basis of presence or absence of links with a wide range of psychopathological problems. Previous research has shown that problematic outcomes were consistently associated with CM and DA subscales (Frost et al., 1997; Parker & Stumpf, 1995; Rhéaume, Freeston, Dugas, Letarte, & Ladouceur, 1995) , whereas O and PS subscales were either found to be unrelated to maladjustment, or related to desirable outcomes, such as orientation toward success (Frost & Henderson, 1991) , motivation (Adkins & Parker, 1996) or commitment to objectives (Flett, Sawatzky, & Hewitt, 1995) . Also, when factor analyzed together with another multidimensional perfectionism measure (MPS-H; Hewitt & Flett, 1991) , dimensions CM, DA, PE and PC loaded on one factor, called Maladaptive evaluation concerns factor, while PS and O formed another factor called Positive strivings (Frost et al, 1993) . Two-factorial adaptive/ maladaptive solutions were found when factor analyzing MPS-F together with other perfectionism measures as well (Bieling, Israeli, & Antony, 2004; Stumpf & Parker, 2000) Regarding depression, several reports have documented moderate to strong correlations between CM and DA subscales and depressive symptoms measured with the BDI (Frost et al, 1993; Lynd-Stevenson & Hearne, 1999) . Other subscales have shown smaller, or even inverse, relationships with the BDI.
Unconditional self-acceptance as mediator of the relationship between perfectionism and depression
Among the most significant mediators of the relationship between perfectionism and depression found so far are unconditional self-acceptance (USA) (Flett, Besser, Davis & Hewitt, 2003; Scott, 2007) and a similar concept of contingent self-worth (Crocker et al., 2003; Sturman, Flett, Hewitt, & Rudolph, 2009) . USA is a construct from rational-emotive behavior therapy (REBT) that implies presence or absence of the tendency to globally evaluate one's self, i.e. to assess one's own self-worth. REBT considers that this tendency leads to disturbance (e.g. depression) because global self-worth is always contingent on meeting certain standards (e.g. perfectionistic standards), and as such, can never be guaranteed in reality. On the other hand, unconditional self-acceptance implies evaluating one's own deeds rather than evaluating one's own self-worth (Ellis, 1994) . As such, high USA is considered to be a suppressor factor for any kind of disturbance.
It has long been argued that the essence of maladaptive perfectionism is not high personal standards per se, but tendency to base one's global selfworth on meeting these standards. This tendency is one of main components in theoretical models of autonomic/introjective depression (Blatt, 1995; Blatt & Maroudas, 1992) , and the core maladaptive component in a more recent model of "clinical perfectionism" (Shafran, Cooper & Fairburn, 2002) . Perfectionists that conditionally accept themselves tend to think of themselves as unworthy, inferior and worthless when they don't achieve their personal standards, or when they are not working hard enough or striving towards their goals (DiBartolo, Frost, Chang, La Sota, & Grills, 2004; Sturman et al, 2009 ). Indeed, it was shown that students with contingent self-worth have unstable self-esteem that predicts their depressive mood (Crocker et al., 2003) and that self-esteem also mediates the relationship between perfectionism and depression (Rice et al, 1998) .
The current study: frustration intolerance as additional mediator of the relationship between perfectionism and depression Studies using measures of USA or self-esteem as mediators do not fully explain the relationship between perfectionism and depression (Rice et al, 1998; Scott, 2007; Sturman et al, 2009 ). This could mean that there is either an inherently maladaptive part of perfectionism or that other mediators are involved. Different authors suggest that this line of research should be extended by including other mediators (e.g. Flett et al, 2003) .
Using REBT theoretical framework, we hypothesized that the other mediator in the relationship between maladaptive perfectionism and depression could be frustration intolerance. Frustration intolerance is one of central concepts in REBT theory (Ellis, 1994) . REBT proposes two basic types of emotional disorders, differentiated on the basis of two distinct types of irrational beliefs: global self-worth rating and frustration intolerance beliefs. "Ego disturbances" arise from the belief that one's global self-worth depends on meeting certain absolutistic demands, and "discomfort disturbances" are based on the belief that one "cannot stand" the frustration of one's goals/demands set and a refusal to accept such reality. These two belief processes are assumed to partly interact, but also have an independent and differential relationship with dysfunctional emotions and behavior. REBT is the unique theoretical position that hypothesizes the existence of discomfort depression -depression based on frustration intolerance beliefs and not self-worth beliefs. Existing empirical evidence does confirm that frustration intolerance beliefs are related to depression independently of beliefs related to global self-worth (e.g. Chang & Zurilla, 1996; Harrington, 2006; McDermut, Haaga, & Bilek, 1997; Stanković & Vukosavljević-Gvozden, 2011) . Accordingly, we assumed that perfectionism would lead to depression not only when one bases his/her self-worth on meeting high perfectionistic standards, but also when one has an irrational philosophy of frustration intolerance. It would refer to a perfectionist that cannot stand performing below his/her standards or having his/her goals frustrated. It would also refer to a perfectionist that has discomfort intolerance beliefs such as: ''I'll never achieve my best. It is too difficult'' or "I should always achieve my goals without any difficulty" (Harrington, 2007, p.22) .
While the above mentioned evidence strongly points to the relationship between perfectionism and ego-depression, the role of frustration intolerance in maladaptive perfectionism and specifically in the relationship between perfectionism and depression has not been studied so far. Even the existing theoretical formulations of maladaptive perfectionism do not explicitly relate it to frustration intolerance, except for Harrington (2007) who has argued for the separation of self-worth perfectionism and frustration intolerance perfectionism.
The aim of the current study was to investigate for the first time the mediating role of frustration intolerance in the relationship between perfectionism and dysphoria, by testing the REBT model of emotional disorders. In this model unconditional self-acceptance and frustration intolerance beliefs are proposed as two basic mechanisms through which perfectionism affects depression and dysphoria.
Method Participants
The sample consisted of 321 undergraduate and graduate students (204 females, 117 males) from the University of Belgrade, aged from 19 to 26 years. The mean age of the participants was 22.8 years. Students participated in the study in exchange for course credit. The questionnaires were completed in group sessions, with average testing duration of 30 min.
Measures
Frost Multidimensional Perfectionism Scale (FMPS; Frost et al., 1990 ) is one of the most widely used multidimensional measures of perfectionism. It consists of 35 items and six subscales: concern over mistakes (CM), personal standards (PS), parental criticism (PC), parental expectations (PE), doubts over action (DA), and organization (O). Participants assess the statements on a 5-point scale. In previous studies, Cronbach's coefficient alpha for the FMPS subscales ranged from .70 to .93 (Frost et al., 1993; Frost et al., 1990; Rice et al, 1998) . The Serbian version of the FMPS was developed following back-translation method (Brislin, 1970) . Additionally, a pilot version was administered to a small group of participants. The reliabilities of subscales and the total score in the Serbian version of FMPS were high (CM 0.91, PS 0.81, PE 0.82, PC 0.77, DA 0.79; total score 0.87).
The Frustration Discomfort Scale (FDS; Harrington, 2005) consists of 28 items representing frustration intolerance beliefs (''I can't stand/tolerate/bear'') and four subscales: discomfort intolerance, entitlement, emotional intolerance and achievement. Participants assess the statements on a 5-point. The instrument has shown good psychometric properties (Harrrington, 2005 (Harrrington, , 2006 . The Serbian version was also reported to have good internal consistency -Cronbach alpha of .82, .81, .83 and .83 for subscales, respectively, and 0.94 for total score (Stanković & Vukosavljević-Gvozden, 2011) .
The Unconditional Self-Acceptance Questionnaire (USAQ; Chamberlain & Haaga, 2001a ) is a self-report measure of the unconditional self-acceptance beliefs, through 20 items. Participants assess the statements on a 7-point scale. Chamberlain and Haaga report a Cronbach alpha of .72 which was considered acceptable for a multifaceted construct such as USA. The Serbian version of the USAQ has been found to possess corresponding validity and reliability of 0.75 (Stanković & Vukosavljević-Gvozden, 2011) .
The Beck Depression Inventory (BDI-I; Beck, Rush, Shaw, & Emery, 1979 ) is a 21-item self-report measure of depressive symptoms. The scale demonstrated high internal consistency and convergent validity with interview ratings on depression severity (Beck, Steer, & Garbin, 1988) . The Serbian version has demonstrated adequate psychometric properties in previous research (e.g. Stanković & Vukosavljević-Gvozden, 2011) . In nonclinical samples BDI is used as a measure of dysphoria, rather than of clinical depression (Dykman & Johll, 1998) . Table 1 presents means, standard deviations, reliabilities, skewness and kurtosis for all examined measures. Alpha coefficients show moderate to strong reliabilities. Perfectionism subscales and overall perfectionism of FMPS showed somewhat lower reliability than the original FMPS (Frost et al., 1990) . The Frustration Discomfort Scale and USAQ displayed internal consistency in accordance with previous findings (Chamberlain & Haaga, 2001a,b; Harrington, 2005; Stanković & Vukosavljević-Gvozden, 2011) . Means for perfectionism subscales are similar or somewhat lower (PS and PE) than available data for student population (e.g. Adkins & Parker, 1996) . No significant univariate gender effects were found for any of the variables. Standardized skewness shows deviations from normality for perfectionism subscales PE, PC and O, as well as for depressive symptoms (BDI). Standardized kurtosis shows deviations from normality for frustration intolerance subscales and total score, and BDI. As expected, the BDI shows the most marked deviation from normality, because the sample is nonclinical. Note: α-Cronbach Alpha-reliability; Sk-Skewness, Sk SE -skewness standard error; Ku-Kurtosis, Ku SE -Kurtosis standard error; M-mean; SD-standard deviation.
Results

Descriptive Statistics
Correlational Analysis
Correlations between study measures are shown in Table 2 . Among perfectionism subscales, CM has the strongest correlation with the total score, which is consistent with previous research. The intercorrelations between perfectionism subscales mostly confirm previous findings (Frost et al., 1990) . However, there are some differences indicating clearer differentiation between subscales generally associated with maladaptive perfectionism and those associated with adaptive perfectionism. For example, DA subscale shows lower correlations with PS and O subscales, while PC shows higher correlations with DA and CM.
Among the perfectionism subscales, DA shows the strongest positive relationship with depression (r = .40**), followed by CM (r = .30**) and PC (r = .28**). Subscale PE is not related to depression, while O and PS have significant inverse association with depressive mood.
Results show that CM and DA have the strongest relationship with FDS total score, r = .53 and r = .40, respectively. These two subscales, followed by PC, also have the strongest, inverse, relationship with USAQ. O is uncorrelated neither with FDS total nor with USA.
The measures of frustration intolerance and self-acceptance show expected correlations both mutually and with depression. USAQ correlates negatively with depression (r = -.38), while FDS shows somewhat stronger and positive relationship with depression (r = .44), like in previous research (Flett et al., 2003) . The correlation between frustration intolerance and the measure of self-acceptance (r = -.36), also confirm previous findings (Stanković & Vukosavljević-Gvozden, 2011) . Note. n = 321. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05 level (2-tailed).
Principal component analysis of Frost Multidimensional Perfectionism Scale
Previous studies have shown that the factorial structure of the FMPS instrument does not replicate well across different populations and the debate is still open as to what number of factors, i.e. subscales is most adequate. Factor analyses of FMPS have yielded three (e.g. Purdon, Antony, & Swinson, 1999) , four (e.g. Stöber, 1998) , five (e.g. Cox, Enns, & Clara, 2002) and six factorial structure of the instrument (e.g. Parker & Stumpf, 1995) .
Having this in mind, as well as the fact that this was the first time that the Serbian version of FMPS was used, the correlation matrix of the FMPS subscale scores was subjected to principal component analysis. The results of the principal component analysis provided evidence for two separate components with eigenvalues over 1. The eigenvalues were 2,328 for factor 1, and 1,418 for component 2. Unrotated component loadings are shown in Table 3 . Component 1 subsumed CM, PC, DA, PS and PE with positive loadings. O and PS loaded positively on component 2, and PC and DA displayed negative loadings. PS showed higher loadings on factor 2. The loadings of specific subscales are consistent with previous research (Cox et al, 2002; Frost et al., 1993) . Accordingly, the two components can be labeled as maladaptive and adaptive perfectionism. PS showed loadings on both components, although, stronger on "adaptive perfectionism". This adds evidence to the conclusion that PS is not exclusively adaptive. 
Analysis of mediation
The structural equation modeling was used to test the mediating role of unconditional self-acceptance and frustration intolerance beliefs in the relationship between perfectionism and dysphoria. Two extracted principal components of FMPS were used instead of the original subscales, because of the factorial instability of FMPS and thus questionable validity of the original subscales. Given that the components correspond to adaptive and maladaptive forms of perfectionism, they would provide us with a clearer and theoretically more sound conclusions. Analyses were conducted using AMOS 19 with a bootstrapping technique to estimate indirect effects (Preacher & Hayes, 2008) . The mediating and the dependent variable were normalized beforehand using Blom's formula in SPSS. Estimation method was maximum likelihood. We determined adequacy of model fit by using the Chi-square statistic (χ 2 ), the relative chi-square (χ 2 /df), Goodness of Fit Index -GFI (Jöreskog & Sorböm, 1984) , the Comparative Fit Index-CFI (Bentler, 1990) , the Normed Fit Index-NFI (Bentler & Bonett, 1980) and the root mean square error of approximation (RMSEA) (Browne & Cudeck, 1992; Steiger & Lind, 1980) . The model was conducted while controlling for the correlations between perfectionism variables as well as between potential mediators (USA and FDS). Following Bentler and Mooijaart (1989) , we conducted modifications by removing nonsignificant path coefficient from the model, in order to obtain the most parsimonious model. The path coefficients are expressed in standardized metric.
As shown in Figure 1 , adaptive perfectionism had negative, inverse relation with dysphoria (ß = -.26, t = -5.724, p = .000), and no significant association with FDS (ß = -.033, t = -.671, p = .502) nor with USA (ß = .065, t = 1.346, p = .178). In other words, having higher personal standards and organization leads to lower levels of depressive symptoms and this relation is not mediated by unconditional self-acceptance or frustration intolerance beliefs. Maladaptive perfectionism on the other hand, was shown to indirectly influence dysphoria through its effect on frustration intolerance and unconditional self-acceptance. Students who have higher concern over mistakes, doubts over action and parental criticism and expectations, tend to have higher frustration intolerance (ß = .48, t = 9.735, p = .000) as well as lower unconditional selfacceptance USA (ß = -.50, t = -10.263, p = .000). Students who had higher frustration intolerance and lower unconditional self-acceptance had higher scores on BDI (ß = .34, t = 6.275, p = .000.; ß = -.24, t = -4.386, p = .000). Bootstrapping analyses with 1.000 bootstrapping resamples to produce 95% bias corrected confidence intervals, showed that confidence intervals for both indirect effects were entirely above zero (see Table 5 ). Note. Confidence intervals are based on 1,000 bootstrap samples. *Indicates statistical significance based on 95% bias-corrected confidence intervals.
Therefore, our results provide evidence that both frustration intolerance and unconditional self-acceptance mediate the association between perfectionism and dysphoria. Finally, the direct path from maladaptive perfectionism factor to dysphoria was insignificant (ß = .030, t = .535, p = .592). This means that our study shows no evidence of maladaptive perfectionism influencing depressive symptoms independently of its effect on FDS and USA.
We were also interested in the comparison of path coefficients between FDS on depressive mood (.34) and USA on depressive mood (-.24) in order to determine which one is the stronger mediator. If z value is greater than |1.96| (absolute value of 1.96) for the difference between paths, we can conclude that this difference is statistically significant at p <.05. The z value in this case is 8,233 and therefore exceeds the critical value of |1.96|. Hence, two paths are significantly different and frustration intolerance is the stronger mediator, compared to unconditional self-acceptance, in the relationship between perfectionism and dysphoria.
The measures of fit indicate excellent fit (Table 6 ). The model accounted for 31% of the variance in BDI scores. 
Discussion
The purpose of the study was to empirically assess the model in which frustration intolerance beliefs and unconditional self-acceptance mediate the relationship between perfectionism and depression, derived from REBT framework. While it has already been established that perfectionism exerts the impact on depression partly through its effect on unconditional self-acceptance, the mediating role of frustration intolerance beliefs in this relationship has never been examined before.
Two-factorial principal component solution for perfectionism was found, with component and scale loadings corresponding to two-factorial solutions usually obtained by factor analysis of FMPS together with other perfectionism measures (Bieling et al., 2004; Cox et al., 2002; Stumpf & Parker, 2000) . Perfectionism dimensions CM, DA, PE and PC loaded on one component labeled as "maladaptive perfectionism", while O and PS loaded on the other one, called "adaptive perfectionism". The components were named based on their relation with maladaptiveness obtained in this and previous studies. PS was the only subscale positively related to both components, although to much higher extent with adaptive perfectionism. It has already been suggested that high Personal Standards are maladaptive only when people also have high Concern over Mistakes (Lundh, 2004) . It seems that having high personal standards can be either motivating or positive in terms of high ambitions, or maladaptive when high ambitions are followed by doubts and concerns over one's performance and evaluation.
The first finding regarding the relation between perfectionism and depression is that the adaptive dimension was found to be a suppressive factor for depression. Our results seemingly give support to claims that there is an adaptive side of perfectionism. However, based on our findings we cannot conclude that perfectionism is indeed adaptive or that it leads to positive psychological outcomes or functioning. Namely, if one's goals are not frustrated, perfectionistic demands don't have to lead to disturbance. In basic REBT terms, one could have strong absolutistic demands for achievement, recognition and approval of others, and as long as one succeeds in it, he/she will not be emotionally disturbed or fall into depression (Ellis, 1994) . We could hypothesize that students who have high standards and high organization have higher probability of achieving their perfectionistic goals and thus are less likely to be dysphoric. However, there could be other maladaptive consequences which we did not measure, such as anxiety. Also, it could only be a short-term gain, and the finding does not tell us anything about long-term effects of this type of perfectionism throughout the lifespan, both depression-related and stress-related (Stanković & Vukosavljević-Gvozden, 2011) . As Flett and Hewitt (2007) claim, although it is certainly proved that some dimensions of perfectionism are more dysfunctional than the others, we cannot say with the same certainty that these less problematic aspects of perfectionism are adaptive.
Secondly, maladaptive perfectionism was shown to be a significant predictor of frustration intolerance and unconditional self-acceptance. Higher maladaptive perfectionism scores are likely to be accompanied by lower unconditional self-acceptance and higher frustration intolerance. This means that someone having perfectionistic beliefs regarding mistakes or his own performance is likely to also have higher intolerance of frustration and to have conditional self-worth. The direction of this association was as expected and gave further support to the conclusions about maladaptiveness of some forms of perfectionism. Previous research has already shown the inverse relationship between perfectionism and USA (DiBartolo et al., 2004; Flett et al., 2003; Scott, 2007) , and present findings extend existing results by incorporating frustration intolerance beliefs.
The main findings of the current study indicate that frustration intolerance beliefs are a significant mediator in the relationship between maladaptive perfectionism and dysphoria alongside USA. Further,we found no evidence of a direct effect of maladaptive perfectionism on dysphoria, independent of its effect on frustration intolerance beliefs and USA. These findings shed new light and extend the existing knowledge on maladaptiveness of perfectionism. Numerous researchers have already found the important role of unconditional selfacceptance in the relationship between perfectionism and depression. However, USA could not fully account for this relationship. The results of our study provide evidence for frustration intolerance being the other mediator and show REBT theory to be applicable to perfectionism related depression, i.e. that maladaptive perfectionism can lead to both ego and/or discomfort depression. According to REBT theory of emotional disorders, the two types of irrational beliefs are in fact the most general vulnerability factor for depression. Indeed, our results showed that people who are concerned over mistakes, have doubts over their actions and are raised with high parental expectations and criticism usually tend to have conditional sense of self-worth and/or high frustration intolerance, and, thus, to be vulnerabile to depression. A person who bases his/her self-worth on achievement of perfectionistic standards, will likely evaluate his/her self-worth negatively (view oneself as incompetent, inadequate, worthless, inferior) and consequently be depressed, when facing negative feedback, underachievement or failure. Also, if one has high frustration intolerance i.e. a tendency towards "I can't stand it" irrational belief process he/she will likely be depressed when facing difficulties in achieving perfectionistic goals. High frustration intolerance beliefs may be present in various forms, for example intolerance of negative emotions present during the process of attaining goals, or discomfort required in order to achieve, or other people hindering one's goals, or simply not tolerating anything below perfection. Also, our results indicate that frustration intolerance is the stronger mediator in the relationship between perfectionism and dysphoria, than unconditional self-acceptance. That could mean that frustration intolerance beliefs are the main vulnerability factor in perfectionists that leads to depression, having stronger impact on depressive mood than beliefs regarding one's own value. Given the lower reliability of the measure of USA (USAQ), this should be submitted to further validation, using other instruments of perfectionism and USA as well.
Current findings have significant theoretical and practical implications. At the theoretical level our study gives starting evidence for including frustration intolerance beliefs in theoretical models of maladaptive perfectionism. Regarding treatment and prevention interventions, our results suggest it would be better to place the emphasis on developing and enhancing unconditional selfacceptance and frustration tolerance among perfectionists, rather than lowering their perfectionistic standards. These rational and self-helping beliefs would than act as protective factors when perfectionists standards are hard to attain, or unattainable. The goal of interventions would be to adopt positive perfectionism, that is, striving for perfection but accepting unperfection (Ellis, 1994 (Ellis, , 2002 Lundh, 2004) . Whereas enhancing unconditional self-acceptance has already been suggested as primary goal of treatment by proponents of model of "clinical perfectionism" (e.g. Egan et al., 2011) , our findings imply that frustration intolerance beliefs should be addressed as well. Addressing these beliefs in prevention interventions aimed at student population is especially important because students are high risk population for maladaptive perfectionism (Rice & Aldea, 2006) .
One limitation of the current study is related to the fact that only Frost's multidimensional measure of perfectionism was used. In order to reach a clearer conclusion we suggest validating current findings by using other measures of perfectionism. We would also suggest testing the same mediation model in clinical population. Future studies should also investigate more specific mediational models using different frustration intolerance subscales. Finally, the inferences about causal relationships should be considered with caution, as we did not have a longitudinal, rather a transactional research design. While our results show that the hypothesized theoretical model is possible, only longitudinal or intervention studies could provide us with greater confidence about the causal relationships.
